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THE CUBE OP PROLAPSE OF THE UTERUS. 

Br Joiix A. McGlinx, M.S., M.D., 

PHILADELPHIA. 

Tiie diversity of opinions expressed in the writings of the mod¬ 
ern authorities in regard to etiology and treatment of prolapse of 
the uterus led to a scareli of tiie older literature to see if a period 
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could be found in which there was a unanimity of thought on this 
subject. No such period was found; opinions were as diversified 
and debate as acrimonious a hundred years ago as they are today. 
In Dewees's Diseases of Females, published in 1837, we find a 
corroboration of this statement. At that period the profession was 
at loggerheads as to the value of conservative treatment, as 
instanced by the use of the pessary, astringent douches, astringent 
applications to the vagina, and the closure of the vagina by adhe¬ 
sions, from the use of caustics on the one hand and operative pro¬ 
cedures on the other. Those who opposed the use of pessaries argued 
that the patients were not cured, that the conditions were made 
worse as the constant pressure of the passary caused ulceration and 
eventually cancer, .and what seemed an unanswerable argument, 
that the ]>cssaries caused so much pain that a woman would rather 
have her prolapse than a pessary. The operation proposed consisted 
in a denudation of the vulva with suture of the two sides together, 
so that the opening into the vagina was practically closed. If the 
operation proved successful then the patient was cured to the 
extent that the uterus could no longer project from the vagina. 
Dewees, an ardent advocate of the conservative treatment, gives 
ill detail the method of treatment and recites the objections made 
against it. Me then states: “So that my readers can form their 
own and unbiased opinion of the value of these two procedures, 
I will use Dr. l’Vs own words in the description of this method.” 
He then quotes Dr. Prick’s description or the operation just out¬ 
lined, und closes the chapter in this manner: “This horrible, severe, 
and ill-described operation is seriously proposed by Dr. F. us a 
substitute for the simple, successful, and easily managed pessary.” 

Diversity of opinion and acrimony in debate are not the only 
things common to the modern and older writers. Muny of the 
views heralded as new were known years ago. “The ancients 
doubted the possibility of the uterus being entirely prolapsed on 
account of the strong support given by its ligaments. Now we 
scarcely attribute any retaining or holding power to the uterine 
ligaments. By experiments on the dead body, Professor Burns 
found that more resistance was afforded to procidentia by the con¬ 
nection of the uterus and vagina to the neighboring parts than by 
the agency of the ligaments; for although he cut the ligaments, 
he could not, without much force, make the uterus protrude. A 
debility and relaxation of the levator ani and perineal muscles, 
but particularly an extension and slacking of the pelvic fascia, in 
its connection with the uterus and vagina, arc in a great measure 
essential to the production of the prolapsus.” This might well 
have been written by the most modern advocate of the newer 
pehic anatomy, but unfortunately for their priority in this field it 
is a quotation from Ashwell’s Diseases of Females, published in 
1845. 
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It may be of interest to review briefly the literature of this sub¬ 
ject, showing the views held at different periods. Time will not 
permit a complete review, so I have divided the subject into ten- 
year periods, beginning with 1S80. Apparently little progress was 
made in the treatment of prolapse from 1838 to 1880. Except for 
operations to repair the lacerated cervix and operations on the 
anterior wall of the vagina introduced by Marion Sims the treat¬ 
ment was practically the same. In Byford’s book, published in 
1881, are a number of illustrations of the most marvelous and 
deadly looking pessaries. lie also discusses fully the pessary 
treatment, and expresses himself ns favorable to their use. He also 
states: “An efficient use of astringents would appear in some 
cases of extreme prolapsus to be sufficient to effect a cure.” In 
regard to surgery he remarks: “Surgeons have generally in their 
operation addressed themselves to but one item in the case. One 
party operates on the ]>crineum, restoring or lengthening it, more 
or less completely to close up the vaginal orifice, while another 
party lessens the diameter of the vagina itself and condenses its 
walls into cicatricial or undistensiblc tissue.’’ This latter was 
accomplished by the Sims operation or purse-string sutures without 
denudation. 

T. Gaillard Thomas 1 records his method of treatment in a clini¬ 
cal lecture on a case of prolapse complicated by laceration of the 
cervix. The cervix was made and repaired, using silver wire. He 
proceeds: “The second step in the case will be the taking of a 
'gore,' so to speak, in the anterior wall of the vagina by the opera¬ 
tion known as elytrorrhaphy, and then the final operation will 
consist in the restoration of the destroyed perineum, after which I 
think the case can be discharged perfectly cured.” He also records 
a second case 5 treated in the like manner. It is interesting to note 
that in the fifteen communications found in the Index for 18S0, two 
dealt with urinary calculi as a complication of prolapse. The 
majority of the authors held that lacerations of the perineum was 
the most important etiological factor. IV. V. Jackson, 3 however, 
makes this observation: "I have never seen a case caused by a 
ruptured perineum nor have I met with a case cured by sewing up 
such a laceration.” 

James P. Boyd 1 discussed the causes and treatment of prolapse. 
He noted that the condition at times nppears in virgins. He gave 
as causes falls, torn perineum, and weight of uterus. His treatment 
consisted of pessaries, elytrorrhaphy, and narrowing of the vaginal 
orifice by extensive denudation and suture. 

From the excerpts read it will be seen that the surgeons of 1880 

1 Boston Med. and Surg. Jour., October 27, 1881. 

* Ibid., November 10, 1881. 

* Australian Med. Jour., December 15, 1881. 

* Med. Ann., Albany, July 1, 1881. 
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and 1881 had little concept of the pathological anatomy of the 
condition and little understanding of its rational treatment. 
Thomas was in advance of his confreres as an operating surgeon; 
he failed, though, to understand the anatomical injuries of lacerated 
perineum, cystocele, and prolapse. It seems odd that the surgeons 
of that period did not have a clearer understanding of the anatomical 
relationship of the bladder to the uterus and vagina. Vesico¬ 
vaginal fistula. 1 ivere more common then than now, as were also 
vesical calculi, and operations were frequent for the cure of these 
two conditions. 

Ten years show a marked advance in the treatment of prolapse, 
and we find the surgeons in 1890 making use of the ligamentary 
supports of the uterus in attempts to effect a cure. 

Smyley* said: “There are two types of cases, those due to relaxa¬ 
tion of the pelvic peritoneum (meaning ligaments) and those due 
to relaxed and tom perineums.” In the former he advised the use 
of the pessary and in the latter operation on the perineum. He 
advised Ilegar’s operation in old women and Martin’s operation 
in women still in the child-bearing period. He reports a case of 
failure after a Hcgar operation which was cured by an Alexander 
operation. He spoke of the difficulty of finding the ligaments in 
the inguinal canal, and reports that he practised on the cadaver 
before attempting the operation on the patient. 

The use of the ligamentary supports was not in general use, how¬ 
ever. B. C. Hirst* reported a case of complete prolapse in a girl, 
aged seventeen years. He cured the condition by performing a 
complete anterior colporrhaphy with sunken catgut sutures and by 
doing a posterior colporrhaphy somewhat after the method of 
Emmet. 

That there was diversity of opinions at this period is shown in 
an article by I. B. Will. 7 He spoke of the chaotic condition of the 
subject, both from the stand-points of cause and cure. He said: 

“The theories advanced have been well-nigh innumerable and the 
treatment advanced ranging all the way from that of a Virginia 
physician who hung his negro patients head downward and poured 
the vagina full of a decoction of tan bark up to the most expensive 
silver and gold-plated utero-abdominal supports of modern times, 
on the one hand, and the narrowing of the vagina by plastic opera¬ 
tions to the shortening of the round ligaments on the other.” He 
also spoke of the diversity of opinion on the part of. the faculty of 
the New York Polyclinic Medical School. 

The treatment by pelvic massage, after the method of Thurc 
Brandt, of Stockholm, was also in vogue at this period. The treat- 


1 Tr. Royal Acad. Med. in Ireland, 1SS9, vol. vii. 
«Univ. Med. Mag., 18S9-1890, p. 257. 

; West, Med. Reporter, December, 1899. 
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merit was referred to by Alfred J. Smith. 8 The technic of this 
treatment consists in: 

]. Lifting the uterus. 

2. Massage of the uterus and its ligaments. 

3. Forced separation and forced closure of the knees. 

4. In tapotement of the lumbar and sacral vertebra. 

The treatment of Thure Brandt has been recently recommended 
by Boldt, of New York. 

In 1900 we find a still further advance in the treatment of pro¬ 
lapse. Watkins 3 discussed methods of treatment in vogue at this 
time. He considered them under the following heads: 

1. Plastic vaginal operations. 

2. Plastic vaginal operations combined with abdominal sus¬ 

pension. 

3. Hysterectomy. 

He then describes his method of operating, which was essentially 
a vaginal fixation of the uterus. Watkins has eventually developed 
this operation into one of the most important contributions on the 
subject of prolapse. 

The first vaginal fixation was done by Schucking 10 in 1SSS. He 
performed the operation without freeing the bladder from the 
uterus. The bladder was frequently injured, and his work received 
little notice. Sanger, 11 in 1SSS, also described vaginal fixation of 
the uterus. The operation was also described by Mackcnrodt 12 in 
1892; Dulirsscn 13 in the same year; and by Kuster 11 in 1894. \ aginal 
suspension wa3 proposed by Yincbcrg 15 in 1896 and also by 
Wertlieim 15 in the same year. These prior operations had to do 
with the correction of rctrodisplacement of the uterus, and \\ atkins 
was the first to make use of the principle for the cure of prolapse. 
With the development of the method to the present interposition 
operation are associated the name of Freud, Dulirsscn, Schauta and 
Wertheim. 

Gynecologists were not all in accord with Watkins; in fact, it is 
only during the past few years that his operation has received the 
attention it deserves. John 11. Denver 17 said: 11 Three indications 
are to be met with, as a rule: the vaginal canal and vulva outlet 
must be restored to their normal condition, the enlarged or sub¬ 
involuted uterus corrected, and the uterine support applied from 
above.” He favored ventral fixation, as sufficient support could 
not be obtained from the ligaments, and advised against vaginal 
hysterectomy. 

* Tr. Royal Acad. Med. in Ireland. 1899, vii, 254. 

* Am. Gyncc. and Obst. Jour., 1899, xvi, 420. 

19 Centralbl. f. Gynak., 1SSS, No. 12. » Ibid.. Xo. 2. p. 34. 

11 Berlin, Gyncc. Sec., May 27, 1892. '* CentralI>1. f. Gynak., 1892. 

11 Deutsch. nied. WVhnschr., 1894, Xo. 19. 

** Med. News, March 14, 1S9G, p. 2S8. 

i* Centralbl. f. Gynak., March 7, 1890. ,T Am. Jour. Olwt., 1900, xli, 478. 
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Smith, however, advised vaginal hysterectomy, followed by 
plastic work for prolapse in elderly women. Werder 19 spoke against 
hysterectomy. lie operated as follows: 

1. Currettement of the uterus. 

2. Amputation of the cervix. 

3. Anterior colporrhaphy. 

4. Ventral fixation of the uterus. 

5. Colporrhaphy. 

E. E. Montgomery 30 in discussing Wcrder’s paper suggested 
shortening of the uterosacral ligaments. 

Noble 31 thought the most important part of the operation for 
the cure of prolapse was the restoration of the perineum. 

Eritsch 33 proposed a unique operation. He anteverted the uterus 
tlirough an anterior vaginal section, brought the fundus down into 
the vagina and sutured the body of the uterus both to the anterior 
and posterior vaginal walls. The uterus became a permanent 
pessary in the vagina. 

Here again in this period we see the diversity of opinion as to 
methods of cure. Marked advance, however, in certain aspects 
of the cure were made, the realization of the importance of the 
cystoeele and rational methods for its cure proposed by Watkins 33 
and Hadra 31 being probably the most important. The realization 
of the importance of the pelvic fascia as a support of the uterus 
and the suggestion of Montgomery for the utilization of the utero- 
sacral ligaments were also noteworthy developments. AH the 
radical operations proposed at this period for the cure of prolapse 
rendered subsequent pregnancy dangerous and sterilization had to 
be performed in the child-bearing woman. 

The literature on this subject from 1000 to the present time is so 
voluminous that it is practically impossible to review it. Probably 
the most important papers arc those dealing with the anatomy of 
the pelvis. Of these may be mentioned the description of the liga- 
nientum transversus coli by jMackearodt, papers by Jellett, 25 
Tweedy,“ Keyes, 37 Williams, 3 * Keyes, 35 and Fitzgibbon.” Many 
communications have been presented dealing with the operative 
cure of prolapse. Of the most important arc the various papers of 
Goffc, dealing \\ ith suspension of the bladder as a cure for cystoeele 
and his operation of vaginal shortening of the round ligaments 
and also vaginal hysterectomy combined with his operation of 


11 Ann. Gynec. and Pcdiat., 1900. xiii, 813. 

'* Am. Gynoc. and Obst. Jour., 1900, xvi, 13. i» ibid. 

” f bid - " Contralbl. f. Gynik , 1900, xxiv, 49. 

n i '.' I . ” Am. Jour. Obst., 1889, xxii, 470. 

“Jour. Obst. and Gyncc. Bnt. Emp„ 1912, xxi. Med. Proas and Circ., London, 
1UH, 11. 

« Jour. Obst. and Gyncc. Brit. Emp., 1912. xxi. 

” Am - Jo 'V- 0,,st - September, 1913. *• Ibid., April, 1915 »Ibid., October 1915 
JD .Sura:.. Gyncc. mid Obst., July, 191G. 
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bladder suspension for the cure of prolapse. Also important were 
those of AlexandrotP 1 and Tweedy 1 - dealing with Mackenrodt’s 
ligament for the cure of prolapse; of Jellet” on the shortening of the 
uterosacral ligaments; the perfection of the interposition operation 
by Watkins and other authors; ventral fixation by Harris, Murphy, 
Italdy and Kocher, and the Mayo interposition of the broad 
ligaments. 

In spite of the immense amount of careful work done on the 
anatomy of the pelvis in relation to uterine prolapse, the casual 
reader is left in a quandary on account of the many diversified 
opinions as to the value of the supportive power of the various pelvic 
tissues. For instance, some authors hold that the pelvic floor is 
all important, others that it gives absolutely no support; others 
that the uterosacral ligaments are most important, others that 
they are of no importance; others that the endopelvic fascia is all 
important, others that it is of no importance; still others that 
Mackenrodt’s ligament is the true support, others that it plays 
no part in the support; others that the round ligaments have an 
important function, others that they are useless, and so on ail 
infinitum. The same is true of operative procedures. There has 
never been in the entire history of uterine prolapse such a diversity 
of opinion as to etiology and treatment ns at the present time. 

Much of the confusion results from the idealistic attempts t.o 
reach perfection. Some authors consider uterine prolapse a hernia 
and then proceed not to apply the principles of repair of hernia 
in other parts of the body. Others dilate on the anatomy of the 
pelvis and discuss altered anatomical relations and then attempt 
to restore normal anatomical conditions. This cannot be done; 
there never has or probably never will be. unless man is given the 
power of recreation, an operation that will restore cither a lacer¬ 
ated perineum or a displaced uterus by restoration of normal 
anatomy. The utilization of anatomical supports, yes, but not 
restoration of normal anatomy. As a matter of fact, many of the 
operations based on the so-called restoration of the normal anatomy 
depend for their success by distortion of the normal antomical sup¬ 
ports. There is no reason why in some cases even that the adven¬ 
titious supports should not be used to cure prolapse if success can 
be obtained. No one hesitates to restore a displaced kidney, 
stomach, colon, or liver by makeshift supports, and we hear nothing 
of restoring anatomical supports to these organs. We are satisfied 
if the means used hold the organs in place and cure the principal 
symptoms and produce no troublesome new symptoms. Why not 
apply the same principles to the cure of prolapse of the uterus. 

Prolapse of the uterus is an abnormal condition, and in that sense 
a disease, and must be treated as conservatively or as ruthlessly ns 


*' Zcntrnlhl. f. Gyn:ik., Leipzig., 1003, xxvii. 702. 

” Loo. cit. “ Loo. oil. 
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any other diseased organs as the nature of the individual case 
demands. As a matter of fact, we now have various ways of treat¬ 
ing these cases successfully. No one method can be applied to every 
case, and while we can understand the enthusiasm of the promoter 
of an operation, for this method it is folly to attempt it. 

In treating prolapse of the uterus we must understand the prob¬ 
lems to he met in the individual case. What are the conditions 
which confront us? 

1. In all cases of complete prolapse, there is present cvstoeele- 
rectoeele and prolapse of the uterus. Usually other complications 
are present, such as endometritis, laceration of the cervix, hyper¬ 
trophy of the cervix, enlargement or atrophy of the uterus, ulcera¬ 
tion of the cervix, and ulceration of the vaginal mucous membrane. 

2. Is the prolapse in a multiparous or nulliparous woman? 

2. Is the prolapse in a woman before or after the menopause? 

4. IVhat is the operative resistance in the patient? 

I-et us first discuss conditions two and three. 

On general principles no operation should be performed on the 
nulliparous woman in early life that would interfere with or com¬ 
plicate pregnancy or lalior. On the other hand, conditions might 
be such that no such method would suffice to effect a cure. Under 
such circumstances we would be justified in performing an opera¬ 
tion to effect a cure and sacrificing her child-bearing function. 

I lie same question arises in the case of the multiparous woman in 
the child-bearing period, though the loss of function would likely 
not entail ns great a sacrifice on the part of the woman. 

This would rule out iuterimsition operations, hysterectomy, nil 
fixation operations, both vaginal and abdominal, unless artificial 
sterilization was performed at the same time. When it is decided 
to maintain child-bearing function a choice can be made from the 
following procedures: Replacement of the bladder by the Goffe 
method, restoration of the perineum combined with vaginal opera¬ 
tions of the round ligaments by the method of Goli'c, Yinberg, 
Wcrtheim, etc., or abdominal shortening of the round ligaments 
by any of the many methods or ventral suspension; or the vaginal 
or abdominal shortening of the uterosocral ligaments or the opera¬ 
tion on the ligaments of Mnckenrodt after the technic of Alex- 
androff and Tweedy. If circumstances are present that these 
operations would not effect a cure, we can then resort to the inter¬ 
position operation of Watkins, the Mayo ojK-mtion, Goffe s opera¬ 
tion No. 2, vaginal fixation, or abdominal fixation after the methods 
of Harris, Murphy or Ilaldy, etc., combined until the necessary 
plastic work and artificial sterilization. When sterilization is 
necessary and the uterus is not removed, both Fallopian tubes 
should be taken out in their entirety. I cannot see what is to 
be gained by removing a wedge from the cornua of the uterus, 
cutting out a portion of the tube and burying the end that is left 
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between the layers of the broad ligament except to complicate the 
operation. 

Women before the menopause present, in addition to that of 
child-bearing, the question of drainage of menstrual and other 
uterine discharges. In the still menstruating woman no operation 
should he performed that will interfere with the drainage of the 
uterus. This rules out to a great extent the interposition operation, 
hut leaves available all the other procedures subject to the con¬ 
siderations discussed in relation to child-bearing. In the woman 
after the menopause, none of these restrictions have to be consid¬ 
ered and leaves available the operation best suited to the individual 
ease. 

Complications found associated with prolapse: Of these the 
most important is cystoeelc. Procedures for the cure of the cystocele 
are just as important as the cure of the prolapse itself. Simple 
denudation of the anterior vaginal wall is not sufficient to cure 
cystocele. The interposition o]>cration of Mayo and Watkins in 
properly selected eases trill almost invariably cure the cystocele, 
while at the same time curing the prolapse. The Gotfe operation 
of suspension of the bladder at a higher level on the uterus nr united 
broad ligaments, with anterior colporrhaphy should form an integral 
part of all other o|>erative procedures. 

Itectocrlf. An efficient operation for the restoration of the 
perineum should be performed. Personally, I favor a flap-splitting 
operation with suture of the levator ani muscles and fascia in the 
midline between the vagina and the rectum with elevation of the 
rectum after the method of Ward. A well-performed Emmet or 
Ilirst operation trill he just as efficient. 

Lacerations 0 / the Cervix. The cervix if lacerated should he 
repaired or amputated, depending on local conditions present, if 
the uterus is not to be removed. 

Endometritis is present in nearly all cases except in those occur¬ 
ring in women after the menopause. When present the uterus 
should l>e curetted or else swabbed out with full strength tincture 
of iodine. 

Ulcerations of the Cervix and Vagina. Unless amputation of 
the cervix or hysterectomy is to be performed, ulcers of the cervix- 
should be treated and cured before resorting to any operative pro¬ 
cedure for the cure of the prolapse. Ulcers of the cervix in women 
near and after the menopause may be a serious menace as to cancer, 
ami hysterectomy is advisable in women at these ]>eriods when 
the ulcers fail to heal promptly under appropriate treatment. A 
recent experience of my assistant, 1 )r. Morrison, has led me to the 
belief that all cases of indolent ulcer of the cervix complicating 
prolapse should be examined microscopically before resorting to 
any operation which does not remove the uterus. He performed a 
Mayo operation on a woman in the early forties, an apparently 
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benign ulcer of the cervix was present. Microscopic examination 
of the specimen showed cancer at the site of ulceration. 

When the vagina is ulcerated the ulcers should be cured before 
operating unless they are so situated that the vaginal denudation 
will remove them. Hypertrophy of the cervix should be treated 
by amputation. 

Enlargement of the uterus may influence the type of operation 
to be selected. If enlargement of the uterus be present it should 
be treated either by complete vaginal hysterectomy, supravaginal 
hysterectomy by the vaginal or abdominal routes, or by removing 
a wedge-shape piece from the body of the uterus. When enlarge¬ 
ment of the uterus complicates the prolapse the following opera¬ 
tions are available: Vaginal hysterectomy followed by the technic 
of Golfe or Mayo; Watkins interposition operation with reduction 
of size of the uterus by removing a wedge-shaped.piece of the body; 
supravaginal hysterectomy followed by the Baldy technic of ventral 
fixation of the cervical stump; Murphy's method of ventral fixation 
after removing a wedge from the body of the uterus. 

Atrophy of Uterus. When the uterus is atrophic, none of the 
operations upon the various ligaments are likely to prove success¬ 
ful. The Watkins interposition operation is also contra-indicated 
when the uterus is small. Fixation of the uterus also frequently 
fails under these circumstances. The best results are probably 
obtained by the Mayo or Goffe operation. Conditions arc such, 
however, at times that nothing short of obliteration of the vagina 
will affect a cure. 

What is the operative resistance of the patient? The choice of 
operative procedure will depend upon the condition of the patient. 
In general, patients with prolapse have lowered tissue tone and are 
not particularly good surgical risks. On account of the extensive 
plastic work necessary, operations for the cure of prolapse take a 
considerable time to iwrform. Many of the patients arc advanced 
in years and the use of ctiier and chloroform entail serious dangers 
to the operations. In the majority of our cases we operate under 
scopolamin-morphin narcosis alone or with a minimum amount of 
ether or chloroform, or else under spinal anesthesia. 

Vaginal operations, as a rule, are safer than abdominal ones. 
Some cases, however, are such poor surgical risks that the vaginal 
operations necessary to effect a cure are contra-indicated on account 
of the length of time it takes to perform them. In these cases we 
have resorted to simply doing a high fixation of the uterus under 
local anesthesia. Of course the cystocele and rectocelc are not 
entirely cured, but the patients are made much more comfortable, 
inasmuch as a large mass no longer projects from the vagina. 

Finally, in those cases which for any reason cannot be operated 
on we have a very efficient method of treatment in the use of the 
Mengc pessary. 



